Dr. A. P. BERTWHISTLE suggested that the tumour was a fibroid of the rhomboids.
Mr. PHILIP TURNER said he had seen a similar condition tho'ught to be some obscure tumour. X-ray examination had, however, shown nothing abnormal, and no doubt the apparent tumour had been an undue prominence of the upper ribs. In the present case the skiagram showed some scoliosis.
Dr. PARSONS-SMITH (in reply) said the suggestions of Dr. Parkes Weber and Dr. Bertwhistle were answered by the remarks of Mr. Philip Turner. He agreed with Mr. Turner that there was probably no tumour at all; the deformity was due to a raising of the shoulder and a splid bunching of the muscles, with, possibly, some dislocation of the ribs in that region. Dr. Kingston Barton had suggested that the cardiovascular lesion might be mitral stenosis. He (Dr. Parsons-Smith) knew that was sometimes an elusive disease, and that a definite case might not have well-marked signs from the point of view of murmurs, etc.; but if that had been the condition in this case there would have been some suggestion of it in the electrocardiogram, and perhaps a history of hemoptysis, but they were negative. He looked upon the case as one of arterio-sclerosis of hereditary origin, in a patient who had suffered an intercurrent acute infection of the knee-joints and he regarded the tumour formation on the left shoulder as a deformity secondary to the spinal curvature.
An Early Case of Compression of the Spinal Cord.
By SIBYL R. EASTWOOD, D.M. S. C., A WOMAN, aged 62, came to hospital complaining of (1) pain under her left breast, worse in the early morning and going through to the shoulder, (2) numb legs. On inquiry the pain was described as a tight band round her stomach. Symptoms have now been present for eight weeks. On examination, she is a robust woman of normal intelligence, high-coloured complexion, and healthy personal and family history, except for " gastritis " two years before. No abnormal signs are present in her nervous system above the level of the sixth dorsal nerve segment.
There is loss of pain sensibility over the whole right lower limb, and it is greatly impaired over the left leg; considerable impairment is also present over the abdomen until the region supplied by the sixth and seventh dorsal nerves is reached, where there is a small indefinite area of complete skin antethesia corresponding to the site of the patient's pain, and in which deep pressure causes acute discomfort. Temperature, touch and vibration sensibility are impaired to a moderate degree, varying greatly from day to day, below the anaesthetic zone. Sense of position is normal. There is slight weakness, especially of dorsiflexion of the foot, in both lower limbs, and the left leg is very slightly spastic. The abdominal reflexes are all present and equally -feeble. Both knee-jerks and ankle-jerks are exaggerated. Within the last few days the left plantar response has been definitely extensor, and the right doubtfully flexor in type. Pressure on the eleventh and twelfth dorsal spine causes pain referred to the abdomen. Some inco6rdination in walking, which was present on admission, is clearing up with encouragement.
X-ray examination of the spine was negative. Blood-count normal. Wassermann reaction in the blood negative. Fractional test meal a high normal acid curve. The tendency to improvement which followed rest in hospital led me to suspect a vascular lesion, rare as such a lesion is in this site, but in the last few days, possibly as a result of being on her feet and going out in ordinary shoes, etc., a plantar response has developed with slight spasticity on the left. This has great significance, especially in view of the zone of anesthesia above the level of sensory impairment, which has also developed while in hospital, and justifies the diagnosis of compression at or above the level of the sixth nerve segment. Lipiodol injection is not likely to help the diagnosis in the presence of a practically clear cerebro-spinal fluid. It appears likely that one may have to wait weeks, or even two to three months for just the small amount more evidence to justify exploration. Discussion.-Sir HERBERT WATERHOUSE (President) said that neoplasm seemed the miost probable diagnosis in this case, and he did not think he would wait so long before operating as Dr. Eastwood seemed inclined to do. If there was a neoplasm in the spinal cord, the sooner operation was done, the better.
Dr. PARKES WEBER said he thought it advisable to use lipiodol injection in this case as it would not only be helpful in confirming the diagnosis but, should operation be needed, it might save the patient from having an exploration made at the wrong level.
Dr. EVAN BEDFORD said he did not think one need have the albumin increased in order to get a positive lipiodol test. It was only when there was severe obstruction that there was positive cerebro-spinal fluid. Lipiodol should certainly be used.
Dr. EASTWOOD (in reply) said the condition at this moment was not sufficiently definite to satisfy her, and there seemed no danger in waiting and keeping the patient under observation. Surgeons doing neurological work were not all in favour of lipiodol, which caused much inflammilatory reaction round the lesion. It should be possible to mlake an exact diagnosis in this case without its use.
Tuberculous Pneumothorax treated by Aspiration and Gas
Displacement.
By E. CANTON SEWARD, M.B.
G. W., AGED 36, stoker. Fam'ily bistory unimportant and patient has not had arny serious illness. One child alive and well. First seen February 13, 1924, when patient complained of cough for twelve months, mostly in mornings, with a small amount of odourless, muco-purulent, grey sputum, hawmoptysis in clots on one occasion, dyspncea on exertion and on coughing, occasional vomiting after coughing, and loss of weight. The greatest known weight was 11 st. 61 lb., and on this occasion 10 st. There were signs of infiltration at the right apex and the sputum was tubercle bacilli positive. Following a stay in a sanatorium from June to October, 1924, he improved and the weight rose to 11 st. 6i lb. Physical signs were still confined to the right side. He was kept under observation as an out-patient, and by July, 1925, his weight had fallen to 9 st. 12 lb. There were signs of fluid at the right base. One hundred and twenty-three ounces of more or less clear fluid were withdrawn in two aspirations of 60 oz. (1,704 c.c.) and 63 oz. (1,789*9 c.c.) respectively. The fluid contained tubercle bacilli and a few degenerated pus cells. On August 19, 1925, he was again sent to a sanatorium, his weight being 10 st. 4 lb., the physical signs confined to the right side, the fluid not having reaccumulated. On November 18, 1925, there wele signs of hydropneumothorax on the right side and of infiltration of the left apex also. Between November 19, 1925, and March 20, 1926 , pus was withdrawn from the chest on five occasions, the greatest amount at a given time being 100 oz.
(2,841 c.c.), the smallest amount 1* drachm (5 3 c.c.), and the total amount 139 oz. 1-drachm (3,954 c.c.). Following the initial aspiration, air was injected into the pleural cavity and the pneumothorax has been maintained artificially ever since
